Operative Technique
Each patient's deformity was defined through a detailed history and complete aesthetic nasal analysis, and the etiology was identified.
The open rhinoplasty technique was used; each patient received local anesthetic solution (1% lidocaine with 1:100,000 epinephrine). Although the method of correction did not differ significantly based on whether the patient had a primary or secondary deformity, certain aspects of the approach were tailored to each patient's anatomy. Our principal management of the supratip deformity was a combination of (1) wide undermining of the nasal skin through open rhinoplasty, (2) resection of the excessive soft tissue and bony and cartilaginous dorsum, (3) use of a supratip advancement suture (Figures 1 and 2 ), (4) augmentation of the nasal tip and dorsum with cartilage or crushed cartilage, and (5) a septal extension graft using septal cartilage or rib cartilage ( Figure 1 ). Specific operative details for selected patients are given in Figures 3 to 7. Postoperatively, we applied a 3-cm elastic bandage to the nasal dorsum to prevent hematoma, after dressing for 1 day (Figure 8 ).
ResuLts
There were 13 men (21%) and 49 women (79%) in our series of 62 patients; their average age was 35.6 years. The 24 cases of primary supratip deformity included 12 cases of overprojected supratip, 9 cases of underprojected tip, and 3 cases of cephalically oriented lower lateral cartilages. Of the 38 cases of secondary supratip deformity, there were 10 cases of recalcitrant soft tissue excess, 8 cases of overresected caudal dorsum, 9 cases of residual excessive caudal dorsum, 8 cases of underprojected tip, and 8 cases of residual excessive caudal septum. Most patients with a supratip deformity had more than one causative factor.
No infection or nasal bleeding was recorded during postoperative follow-up. Antibiotics (Tiroxin, 250 mg, 3 times a day) were administrated orally in all cases for 5 days postoperatively. A nasal splint and butterfly stitches were placed intraoperatively and were removed 5 days postoperatively. The follow-up period ranged from 1 to 3 years. No other supratip deformity was noted at follow-up evaluation in any patient. The supratip and tip projection showed adequate shape in all patients.
Results were assessed by a subjective satisfaction rating from the patients and 2 independent plastic surgeons. For evaluation of subjective satisfaction, patients were directly asked to assess their satisfaction on a 5-point scale after the procedure: (1) no effective correction of supratip deformity (1 point), (2) disharmony of the supratip and tip of the nose (2 points), (3) acceptable nasal shape but some degree of remnant supratip deformity (3 points), (4) relatively good correction of the supratip and tip (4 points), and (5) very satisfactory correction of the supratip and nasal shape (5 points). The average patient satisfaction rating was 4.2.
For the independent evaluation portion, a series of preoperative and postoperative photographs were given to 2 plastic surgeons; these photos included a frontal view, three-quarter oblique view, lateral view, and basal view. The surgeons evaluated 5 parameters: (1) adequacy of tip projection, (2) adequacy of caudal dorsal projection, (3) presence of supratip break, (4) suitability of the amount of soft tissue in the supratip area, and (5) adequacy of the lower lateral cartilage change and septal extension. Each category was allowed up to 1 point; thus, the total potential score was 5 points. The average score was 4. 
disCussion
A supratip deformity reveals fullness or convexity just above the nasal tip. It is not the transient supratip swelling that occurs in the immediate postoperative period; it is a definite and persistent deformity. 7 Guyuron et al 8 described the supratip deformity as a hallmark of a poorly executed rhinoplasty or inauspicious healing. Clinically, 9% of primary rhinoplasty patients demonstrated supratip fullness. 8 Many Asians have primary, as well as secondary, supratip deformities. In these cases and many others, management of primary and secondary supratip deformity does not differ drastically, although etiology is important in developing an operative plan: Are displaced anatomic structures present? Have structural components been underresected or overresected? Has a combination thereof occurred? By answering these questions, appropriate surgical goals and treatment plans can be established. First, displaced anatomic structures should be repositioned appropriately. Then, areas of underresection should be identified. Likewise, in areas of overresection, missing tissue should be identified and replaced as needed. Finally, the optimal method of approach is determined based on the overall findings and the deformity itself. 9 A pollybeak is one of the most common deformities after primary rhinoplasty; most studies suggest that the condition occurs in 40% to 64% of cases for which secondary rhinoplasty was performed. The appearance of a pollybeak is created when the supratip projects beyond the tip in the plane of the nasal dorsum. This gives the nose a bulbous, rounded shape with the illusion of tip ptosis due to the absence of a supratip break. 4, 10, 11 For patients who had an overprojected supratip or supratip soft tissue excess and excessive residual caudal dorsum, resection of the soft tissue, residual nasal bone, and upper lateral cartilage was needed, but no single technique has been adopted to correct supratip deformity. Jung et al 6 performed an elliptical supratip skin excision to reduce the extra soft tissue and to lower the supratip area at the risk of an external scar. In their study, the small linear scar that occurred as a result of this procedure consistently faded after several months and was aesthetically unremarkable. Hanasono et al 5 used triamcinolone injection for correction of the soft tissue pollybeak deformity. Triamcinolone was injected at 1 week (B, D, F, H) Twenty-four months after treatment with the authors' approach in which the bony and cartilaginous vault and excessive soft tissue were resected, along with the caudal border of the septum and foot plate of the lower lateral cartilage. A septal extension was created with septal cartilage to address the short nose. Supratip advancement was made with a 5-0 Vicryl suture (Ethicon, Inc, Somerville, New Jersey) in the caudal relocated position. Ideally, the dorsum should begin at the lash line; however, this patient's forehead was too flat and her frontonasal angle would have been unnatural if the augmentation began at the radix.
after surgery, and a secondary injection was performed at 4 weeks after surgery. Eighty-five percent of patients had acceptable results, with good supratip definition.
Campus et al
12 used "the trapezoid peak" technique to prevent supratip deformity in aesthetic rhinoplasty. This technique is a simple and reliable septal refinement for approach in which the nasal skin was widely undermined, the excess soft tissue of the supratip was resected, and the nasal contracture was released. Costal cartilage cantilever grafting and supratip advancement suturing were performed. Result of rhinoplasty was excellent, with adequate tip projection. advancement suture; augmentation of the nasal tip and dorsum with cartilage or crushed cartilage; and a septal extension graft using a septal or rib cartilage. With cases of underprojected tip or inadequate projection, tip projection must be increased by augmentation, septal extension cartilage grafts, spreader grafts, and mini spreader grafts. 14, 15 For cases of underprojected tip, Guyuron et al 8 recommended tip grafts for small lobule and columellar struts, for an adequate lobule. For an underprojected midvault, they proposed the use of septal, costochondral, or conchal cartilage grafts. For cephalically oriented lower lateral cartilages, they suggested simply repositioning them to address supratip prominence. Finally, they supported Sheen's 7 concept that most supratip deformities are the result of overzealous resection and that the deformity is the product of scar tissue formed in response to overresection and creation of dead space.
In summary, for correction of an overresected supratip and inadequate tip projection, cartilage grafting, tip augmentation, and septal extension grafting are recommended. In addition, implant material such as expanded polytetrafluoroethylene or silicone can sometimes also be used in Asian individuals. For a patient with residual excessive septum of the supratip and an underprojected tip, tip augmentation and resection of the caudal dorsum can be recommended. Direct contact between the subcutaneous portion of the skin flap and the cartilage is very important in repairing a supratip deformity. Advancement suturing of the nasal soft tissue is also a very useful technique. Scar tissue that develops as a result of the supratip manipulation can reduce dead space, and the nasal tip can be relocated by use of this technique. Septal extension grafting using septal, conchal, or rib cartilage is recommended in a patient with a short nose combined with an underprojected tip.
14 Nasal skin necrosis has been reported after supratip advancement suturing; however, in the current series, there were no cases of skin necrosis because the series included patients with thick soft tissue at the supratip. Review of the comprehensive literature describing both the supratip deformity and its correction suggests an approach tailored not only to diagnosing the problem but also to identifying its etiology. In the end, the best method for preventing a secondary supratip deformity is to avoid its etiologic factors. This can be accomplished only through a systemic preoperative analysis of the nasal architecture and a focused surgical plan. 16 
ConCLusions
Supratip deformities should be corrected in accordance with their etiology and the shape of the deformity. Our management of the supratip deformity includes a combination of wide undermining of the nasal skin through the open rhinoplastic technique; resection of the excessive soft tissue and bony, cartilaginous dorsum; supratip advancement suturing; augmentation of the nasal tip and dorsum with cartilage or crushed cartilage; and septal extension grafting with septal, conchal, or rib cartilage. This approach showed satisfactory results with both primary and secondary supratip deformities of the nose.
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